Pulmonary rehabilitation reduces daily symptoms and improves functional exercise performance and health status in patients with moderate to very severe chronic obstructive pulmonary disease (COPD). 1, 2 Moreover, post-exacerbation pulmonary rehabilitation in COPD can reduce re-exacerbation events that require admission or hospital attendance over a 3-month period. 3 Consequently, pulmonary rehabilitation is recommended to be integrated in the management of symptomatic patients with COPD. 4, 5 Even though pulmonary rehabilitation can be considered a beneficial non-pharmacological intervention for patients with COPD, a considerable proportion of the COPD patients who have been referred for pulmonary rehabilitation decline participation. For example, Young et al. reported a decline rate of 34% of the initial group of 88 COPD patients referred for pulmonary rehabilitation. 6 The main reasons given by the patients for non-participation included work commitments, transport difficulties, considered themselves to be too ill, considered the programme to be too difficult, considered the programme unlikely to be helpful and 'other reasons.' 6 Similar reasons are reported for drop out during a pulmonary rehabilitation programme. 7 So, medical specialists referring COPD patients for pulmonary rehabilitation should ensure that individual patients' information needs about various aspects in pulmonary rehabilitation are adequately met. Key aspects include individualizing information concerning transportation difficulties, health care costs, service provision (setting and timing of the program), the content of the program, the burden of the program, the importance of the program and possible communication difficulties.
For patients with work commitments, pulmonary rehabilitation programs may be offered out of working hours. Moreover, for patients with transportation difficulties, community transportation needs to be arranged to the rehabilitation centre or pulmonary rehabilitation programs should be offered in health care facilities near the patients' home. Indeed, specialised rehabilitation centres can increase their capacity by sharing their knowledge with general hospitals through decentralization, including resource allocation, which will provide an appropriate response to the increasing interest in pulmonary rehabilitation for disabled patients with COPD. 8 Also pre-rehabilitation instruction videos on the internet may be considered an appropriate and low-threshold tool. For example, colleagues from Imperial College (London, United Kingdom) provide information on pulmonary rehabilitation via www.youtube.com (search terms: 'copd AND rehabilitation'). Nevertheless, the internet does not specifically address the individual needs of COPD patients that have been referred for pulmonary rehabilitation. Indeed, a pre-rehabilitation face-to-face contact may be necessary to address the individual needs and problems that patients with COPD may experience before the start of a pulmonary rehabilitation program.
In the current issue of Chronic Respiratory Disease, Graves et al. report the effects of a 'group optin session' on the uptake and graduation rates for a pulmonary rehabilitation program for patients with COPD. 9 COPD patients referred for pulmonary rehabilitation were invited to attend a 1.5-hours group optin session run by psychologist and physiotherapist. The concept of pulmonary rehabilitation was introduced in a supportive environment using a case study of a patient with COPD. Moreover, the pulmonary rehabilitation course was discussed in detail. Indeed, reasons for individual unsuitability for the pulmonary rehabilitation program were discussed including difficulties with transport, poor motivation and/or co-existing morbidities. Compared to historical data from the same hospital setting, Graves et al. reported that a group opt-in session as the first face-to-face contact following referral to a pulmonary rehabilitation program significantly increased the number of COPD patients graduating from the program, whilst at the same time reducing the proportion of individual baseline assessments performed. 9 Consequently, by introducing the group opt-in session, Graves et al. were able to treat more COPD patients without increasing their staff.
The mechanisms underlying the improvement in uptake and graduation rates have not been studied in detail. Nevertheless, it seems reasonable to hypothesize that a group opt-in session will increase health beliefs and reduce possible misconceptions of COPD patients about pulmonary rehabilitation. Indeed, nonattenders of cardiac rehabilitation programs were likely to hold misconceptions regarding rest and not exerting themselves and seemed to lack awareness of the rehabilitation content. 10, 11 So, creating a positive expectation of treatment during referral and intake appears to be important to optimise patients' attendance during pulmonary rehabilitation. 12 Moreover, the authors may have adequately addressed the non-illness-related difficulties that patients experienced before the start of the program. Indeed, the non-illness related drop out during the pulmonary rehabilitation program was only 5.3% versus 15.1% without group opt-in session. 9 Even though the study by Graves et al. 9 was not a randomized controlled trial, their results are rather convincing and may easily be applicable in other pulmonary rehabilitation settings to improve the uptake and graduation rates. Indeed, a similar approach may even be considered in COPD patients who are referred for other non-pharmacological interventions, like cognitive behavioural therapy. Indeed, transportation difficulties, feeling too sick or fatigued and 'no time' are also reasons for COPD patients to not enter cognitive behavioural therapy, resulting in poor uptake rates. 13 To conclude, pulmonary rehabilitation consists of several core processes: baseline intake and assessment, rehabilitation, outcome assessment and aftercare. 5 Unfortunately, access to pulmonary rehabilitation remains limited and is under-funded in most countries. 14 So, pulmonary rehabilitation centres have to foster patients' adherence to pulmonary rehabilitation programs to not waste limited financial resources. A relatively simple group opt-in session seems to improve graduation rates from pulmonary rehabilitation and reduces the wasting of limited financial resources. Whether and to what extent this may also improve the effects of the pulmonary rehabilitation on health status and functional performance remains currently unknown. Moreover, further research is necessary to understand why patients with COPD still decline to start a pulmonary rehabilitation program after they have received detailed information on the benefits and practical aspects of pulmonary rehabilitation.
